OBJECTIVES:
Frailty is a loss of physiologic reserve associated with adverse surgical outcomes, yet objective assessments of frailty are uncommon in Female Pelvic Medicine and Reconstructive Surgery (FPMRS) clinics. Our objective was to describe the proportion of patients whose frailty status was misclassified by providers and compare results to other specialties. MATERIALS AND METHODS: This was a cross-sectional study including FPMRS providers at a single institution. English-speaking, new patients, >65 years old presenting from March-June 2018 were eligible. At the end of the patient's visit, providers were asked to categorize the patient as frail, pre-frail, or not frail based on their clinical impression. Patients then completed the Fried Frailty Assessment (FFA), a validated, objective frailty measure that includes weight loss, exhaustion, physical activity, walk speed, and grip strength. Each measure counted as 1 frailty marker; categories defined as: 0 markers ¼ not frail, 1-2 markers ¼ pre-frail, and > 3 markers ¼ frail. Providers were masked to FFA results. Provider categorizations were compared to FFA results. Uni-and bivariate analyses were performed. Multiple logistic regression was used to estimate predictors of accurate frailty classification and perceived frailty. Assuming a misclassification rate of 45% (1,2) in other specialties, 86 patients were needed to detect a 15% difference at an alpha ¼ 0.05 and 80% power. 110 women were recruited to account for missing data.
( (2015) 15:52). RESULTS: A total of 10 FPMRS providers (8 faculty, 1 fellow, 1 nurse practitioner) participated, and 106/110 patients (96%) had complete data. Mean patient age was 73 (SD 6), 83% were white, all were insured, and 2% had no medical comorbidity. Primary diagnoses were pelvic organ prolapse (37%), incontinence (20%), overactive bladder (17%), and recurrent urinary tract infections (12%). On FFA, 16(15%) patients were frail, 50(47%) pre-frail, and 40(38%) not frail. Providers correctly categorized 50% of frail patients, 34% of pre-frail patients, and 48% of non-frail patients. The overall proportion of misclassification was 59% [95% CI 49-68%]. On multiple regression, planning a pessary for treatment was associated with accurate categorization of frailty (p¼0.02). Only slow walk time on the FFA was associated with perceived frailty regardless of frailty status (p¼0.01). CONCLUSION: Clinical impression may not adequately assess frailty. Misclassification rates by FPMRS providers are higher than those reported in other specialties. Improved recognition of frailty may assist in pre-operative optimization of surgical candidates. 
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OBJECTIVES:
To determine the effect of voiding positions in uroflow parameters in young healthy nulliparous women with no pelvic floor disorders. MATERIALS AND METHODS: From December 2017 to February 2018 we performed a single-institution cross-sectional study with 30 healthy volunteers comparing uroflow curves in sitting and hovering positions. Forty-nine participants were initially pre-screened with a validated tool questionnaire for pelvic floor disorders and 30 participants who had absent symptoms were included for the final analysis. From the selected participants, demographics were collected and comparisons between the sitting and hovering position groups regarding the maximum flow rate (Qmax), average flow-rate (Qave), voided volume (VV), time to peak flow (TQmax) were conducted using either the paired t-test or the Wilcoxon signed ranks test. In addition, liner regression analysis was performed to determine whether height, BMI, and age have significant impact on the log transformed average of the pre-and post-values of either Qmax, Qave, VV, or TQmax, as the average of these values are not normally distributed. RESULTS: There were no statistical differences between the voiding and sitting position groups on the maximum flow rate (p¼0.93), average flow-rate (p¼0.82), voided volume (p¼0.53) and time to peak flow (p¼0.82). In addition, height, BMI, and age basically did not have significant impact on log transformed average of the preand post-values of either Qmax, Qave, VV, or TQmax, except when BMI had borderline significant impact on Qave with pvalue¼0.0531.
CONCLUSION: Different voiding toileting habits does not affect the most commonly used uroflow parameters in young healthy nulliparous patients. Results needs to be corroborated by a larger scale study considering the small sample size of our study.
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55 Pilot study assessing the prevalence of schistosomiasis haematobium among tanzanian obstetric fistula patients and potential impact of infection on fistula characteristics and surgical outcomes 
OBJECTIVES:
To determine the prevalence of Schistosomiasis hematobium infection among obstetric fistula patients seeking surgical repair at a single institution in Tanzania and explore the relationship between Schistosomiasis hematobium infection and obstetric fistula characteristics and success of surgical closure.
MATERIALS AND METHODS:
In a cross-sectional pilot study, all consenting female patients presenting for obstetric fistula repair at a hospital in Tanzania (October 2016 to September 2017) were tested for presence of S. hematobium via urine light microscopy preoperatively. Intra-operative fistula characteristics were recorded by a single fistula surgeon using the Goh criteria: fistula size, degree of fibrosis and distance from urethral meatus. Surgical outcomes, such as successful fistula closure, were assessed after catheter removal. The relationship between schistosomiasis infection and fistula characteristics as well as surgical success were assessed using Fisher's exact test.
